Women's access to health and medicine in developed countries has been characterized by a range of inconsistent inclusions and exclusions. Health policy has been asymmetrically interested in women's reproductive capacities and has sought to regulate, control, and manage aspects of women's reproductive decision making in a manner unwitnessed in relation to men's reproductive health and reproductive decision making. In other areas, research that addresses health concerns that affect both men and women sometimes is designed so as not to yield data relating to the ways in which women's physiology and gendered location may affect their experience of the condition and its response to treatment, despite a literature on the significance of sex and gender differences in health research. This paper draws on the situation in Australia to explore the ethical significance of these inconsistencies as failing the ideals of high-quality medical research and evidenced-based health care.
Women's health policy initiatives
In recent years, gender has been evident in policy discussions about health in a very specific range of cases. By and large, gender is recognized as relevant to health policy only where it relates to specific physiological differences between men and women; disproportionately those related in some way to sexual and reproductive health, for example: sexually transmitted infections (STIs); breast, cervical, or ovarian cancer; infertility; perinatal health; childbirth (especially rates of caesarian deliveries); and menopause. In these areas, gender appears to be equated with differences in sexual function. It is only where policy initiatives explicitly seek to take the full array of factors relevant to gender into account and draw on a social conception of health and well-being that women's health begins to be understood in a manner that avoids this degree of biological reductionism.
For example, in the context of Australian health policy, sexual, reproductive, and women's health policies and programs generally are associated with sexually differentiated health matters. Despite the launch of a national women's sexual health policy in 1989 (Commonwealth Department of Community Services and Health 1989) 1 and a Commonwealth health department report recommendation for a comprehensive national sexual and reproductive health strategy (McCallum, McDonald, and Neilson 2000) , there is currently no overarching national women's health policy. Rather, each state determines its own health policies and priorities within Commonwealth and state health funding arrangements. In South Australia (SA), for example, the South Australian Women's Health Policy (South Australia 2005) covers both sexual and reproductive health. The policy uses the terms "sexual health" and "reproductive health" in relatively narrow ways, however. The reproductive health strategies associated with the SA policy emphasize support for "reproductive rights," and the thrust of the sexual and reproductive health policy initiatives is directed to pregnancy-related health concerns. 2 By contrast, the state of Victoria has developed a better-integrated and more gender-sensitive women's health policy. The Victorian Women's Health and Wellbeing Strategy (2006) provides clearer recognition that both sexual health and women's health extend beyond reproduction and that sexual and reproductive health should be encompassed within a broader social understanding of wellbeing. The goal of the Women's Health and Wellbeing Strategy is broadly and socially construed, rather than narrowly focussed on health and medicine:
The . . . Strategy aims to improve the health and wellbeing [sic] of Victorian women, with particular attention to the links between gender, diversity and disadvantage. (Victoria 2006a, 2) In the policy and action plan, sexual and reproductive health are understood as interrelated and not reducible to either disease or pregnancy status:
. . . it is more than the absence of disease or unintended pregnancy. It encompasses the capacity to enjoy relationships and express sexuality without feelings of guilt or shame, to have mutually consenting and safe sexual experiences and the capability and freedom to make decisions regarding reproduction. (Victoria 2006b, 26) Whereas the South Australian policy acknowledges that women's health is affected by physical, social, and environmental factors (South Australia 2005) , the Victorian policy documents draw on a more integrated gender and diversity approach that better recognizes that "women's health and wellbeing [sic] are largely determined by the interaction between gender, socioeconomic circumstances and diversity factors" (Victoria 2006a, 3) . As such, it is likely that greater attention to the multifaceted interaction of gender, class, and ethnicity on health and well-being would lead to better health outcomes for Victorian women compared with women living in South Australia. Unfortunately, as the South Australian policy has not been fully implemented yet, it is impossible to make a direct comparison of any differences in the health outcomes for women resulting from the different policies in the two states.
Piecemeal attention to the significance of gender within very recent women's health policies reflects a deeper problem within health and medicine. If it is possible for twenty-first -century policy makers in relatively progressive countries to develop policy explicitly directed toward women's health and well-being that fails to acknowledge the complex array of factors affecting gender adequately, it is hardly surprising that medical research (and policy surrounding medical research) has similar limitations. In what follows, I show some of the implications of the failure to attend appropriately to sex and gender for women's health and well-being.
The impact of misdirected attention to sex and gender in health
The policy failings identified previously are likely to have detrimental effects on the quality and availability of health care services, medical knowledge, and ultimately women's health, mortality, and quality of life. First, I argue that there continues to be excessive attention in law and policy discussion surrounding women's fertility and reproductive capacities, at the cost of policy attention to the asymmetric affects of the law and policies. Second, I argue that the lack of attention to research on the differential effects of disease and treatment between men and women means that the quality of medical knowledge and health service provision overall is diminished. Further, as less is known about the gender-specific effects of conditions affecting (and treatments for) women's health, women (and their clinicians) lack relevant information to make appropriate decisions about how to maintain or improve their (or their patients') health. In light of these factors, there is good reason to revise research ethics guidelines and regulatory processes for approval of therapeutic goods so as to redress the effects of the asymmetric focus on women's reproductive and general health.
dangerous asymmetries in regulatory debates
In this section I introduce three examples where laws relating to clinical practice or research were developed that affect women's choices and actions asymmetrically. In each case, women's sui generis relation to reproduction appears to be used in the justification for asymmetric legal intervention.
The first example of a legal anomaly supporting the view that health and medical matters relating to women's reproductive capacities merit disproportionate scrutiny, arose in relation to access to non-surgical means for terminating a pregnancy. Within Australia, state (rather than national or Commonwealth) law governs legal access to abortion, whereas Commonwealth (national) law regulates pharmaceuticals and therapeutic goods according to the Therapeutic Goods Act 1989. In the 1990s, an Independent Australian Senator, Brian Harradine, used his status in holding the balance of power in the Senate to introduce socially conservative legislation. In 1996, as a result of Senator Harradine's influence, the Australian Commonwealth government passed an amendment to the Therapeutic Goods Act that identified non-surgical abortifacients (mifepristone, RU486) as "restricted goods" and shifted authority for approval of such drugs in Australia from the Therapeutic Goods Administration (TGA) to the Australian Minister for Health. The practical effect of the legal change was to remove the option of non-surgical termination of pregnancy from the range of medical options for Australian women because it politicized ministerial approval of the drug. Abortifacients were the only class of drug regulated in this way.
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There was a strong religious current to the initial public discourse with religious and right-to-life leaders speaking out with the aim of shaping public policy. In later policy debate concerning the removal of the anomalous requirement for ministerial approval, however, this religious concern was transformed into apparently paternalistic concern for the health and well-being of women who might seek out abortifacients (e.g., concerns about the risks of hemorrhage or inadequacy of social support). For example, witnesses to the public hearings on the 2006 amendment representing religious perspectives raised questions about evidence of the risk of hemorrhage should the drugs be used without medical supervision, even though no argument was made for prescribing the drugs in an unsupervised manner (Senate Community Affairs Legislation Committee 2006). Whereas the 1996 amendment to the Therapeutic Goods Act had the practical effect of removing from women the possibility of legal access to medical termination, the 2006 amendment to the same act allowed non-surgical abortifacients to be evaluated in the same way as any other drug through the Therapeutic Goods Administration. Thus far, however, there has been only very limited access to mifepristone for early abortion in Australia (De Costa et al. 2007) .
A second area where law has been used to govern medical practice and women's health choices, in areas specifically related to women's reproductive and sexual health concerns, is access to assisted reproductive technologies (ARTs). In this case the differences between the approaches taken in different Australian states reflect the range of international responses to ARTs. Some states (Victoria, South Australia, and Western Australia) have specific legislation governing access to reproductive technologies; other states have no legal regulation of ARTs. In these states, access to ARTs is governed by the National Health and Medical Research Council's ART Guidelines (NHMRC 2004; , the Fertility Society of Australia's Reproductive Technology Accreditation Committee Code of Practice (RTAC 2002) , and the clinical ethics guidelines of specific hospitals and private clinics that determine which patients have access to which treatments. Victoria, however, had passed a law in the mid-1980s covering all ARTs, the Infertility (Medical Procedures) Act 1984. The Victorian legislation originally included a definition of infertility that formed the basis for access to ARTs in that state, where infertility was defined in relation to a heterosexual couple living in a marital or de facto marital relationship who had tried for two years to achieve a full-term pregnancy. In 1995 the Infertility (Medical Procedures) Act was replaced by the Infertility Treatment Act 1995. The new act reduced the waiting period for access to ARTs, but retained the restriction of treatment to women who were married or in a de facto relationship with a man. Unmarried and lesbian women sought to challenge the heterosexual and marital restrictions on access to ART under the Commonwealth Sex Discrimination Act 1984. Ultimately, a clinician brought a legal challenge to the Victorian law on the grounds that the restrictions were inconsistent with the Sex Discrimination Act ( Discrimination Act for the Victorian legislation based on concerns for the best interests of the child but ultimately accepted the Federal Court's determination. The Infertility Treatment Act was amended in light of the decision, and the Victorian Law Reform Commission reviewed and made recommendations concerning access to ARTs in Victoria (Victorian Law Reform Commission 2007) .
The third example of asymmetric legal intervention concerns public policy about medical research, an area that usually is governed by guidelines and professional standards rather than explicit law. In the absence of outrageous and wellpublicized unethical practice, there is little evidence that citizens lack trust in the laws, regulations, and guidelines governing medical research and the practices of health researchers. Where there has been significant public attention to the practices of medical researchers, it often has been because of the overtly discriminatory and harmful impact of the research. In the absence of outrages such as the Tuskegee study in the United States (NHMRC n.d.) and the New Zealand National Women's Hospital cervical cancer study (Coney and Bunkle 1988) , internationally, there is a high level of public confidence that medical research is regulated in a manner that will protect both participants in research and health consumers (the people whose treatment will be affected by the research findings). This public confidence relies on the recognition that most industrialized countries adopted the World Medical Association's Declaration of Helsinki (WMA 1964), adopted research ethics review processes grounded in national or internationally accepted guidelines on research ethics, and have a regulatory framework for registering pharmaceutical and other therapeutic goods and trust that these measures are adequate to protect against grossly unethical research practice.
In countries like Australia, the United Kingdom, Canada, and the United States, there has been very little demand for legal regulation of human research, with one area of notable exception: research that involves human embryos or use of human ova in research involving cloning or the development of chimeric embryos (human ova fertilized by non-human sperm). For example, in Australia, research involving human participants generally is governed by national ethical guidelines (e. for Reproduction Act). These laws primarily affect the scope of medical research and the actions of researchers with respect to embryos; namely, they determine which embryos can be used in research and how access to embryos is regulated. The public debate initially was framed as a contest between science and religion concerning the moral status of the human embryo. However, this concern shifted (in the eventual regulatory debates, especially in the 2005 Legislative review) to include a discussion of the risks to women who might be donors of ova or embryos and the potential that women might be exploited by markets in embryos and ova (see Dodds 2004; Australian Government 2005) .
These three examples of areas where law was used to shape medical research, health practice, and women's access to health services demonstrate an asymmetric interest in women as sexual, reproductive beings in a manner that is likely to hinder women's interests and to perpetuate a reductive equation of the concept of "woman" to "reproduction." In the next section, I explore the other side of the equation, that is, whether current research ethics guidelines and regulatory approval processes for pharmaceuticals can draw attention to gaps in our knowledge about the effects of sexual or gender difference on disease and health treatments.
Mind the gap: do we know what treatments to recommend to women?
Feminist bioethicists have drawn attention to the ways in which research has paternalistically excluded or limited women's participation in research on the grounds that participation in research may adversely affect (potentially) pregnant women or the development of a fetus in utero (Dresser 1992; Baylis, Downie, and Sherwin 1999) . Where women have been included in research as participants, it has tended to be research on women's reproductive capacities, again reinforcing the biological reduction of woman to potential childbearer (Inhorn and Whittle 2001 ). An effect of the general exclusion of women from participation in research concerning wider health and illness has meant that when physicians treat patients who are women, they act without adequate relevant evidence from prior research to know whether those women "will be helped, harmed or not affected at all by numerous therapies now endorsed as 'promoting health'" (Dresser 1992, 24) . In particular, Dresser was concerned to demonstrate the error of excluding women from research because it was thought that greater homogeneity of the research participant population would make the research findings more robust and more generalizable. Given that clinical research is intended to provide practitioners, patients, and those allocating health budgets with the information required to determine which treatments are safe and effective for health conditions for all of those people who may suffer those health conditions (or be offered those treatments), data based only on a portion of the population who could be affected is simply inadequate and cannot be generalized to the whole (diverse) population with any confidence (Dresser 1992) .
According to Dresser, the exclusion of women who might be, could become, or were pregnant could not consistently justify exclusion of all potentially or actually pregnant women from clinical research. She argued against treating pregnancy as sui generis. Instead, she argued for advising men and women of the potential risks to fertility and fetal development that might result from participation where they are known, for acknowledging the limits of knowledge about effects on fertility or fetal development, and to suggest effective contraceptive methods. Ultimately, however, she argues that men and women should be allowed to decide as a matter of informed choice whether to take those risks, to use an effective contraceptive method, or to refuse participation. Finally, she argued that men or women should be excluded from participation only if there were known risks, where participation in the research was unlikely to be of benefit to the participant, and where reproduction was likely (Dresser 1992) .
In the United States, in an attempt to redress the gap in knowledge about conditions affecting men and women (and people of color) and about effective treatments, the National Institutes of Health have adopted a policy on publicly funded research that creates a presumption of inclusion of women (and people of color) in the design of health research and a requirement that researchers attend to the gender implications of their research in funding applications and study design (NIH 1994) . Recent research in Australia addresses the question of whether current policy and practice in Australia protects against inappropriate sex-specific research and demonstrates that an unacceptably high level of published Australian research involved inappropriate exclusion of women or men from research (Rogers and Ballantyne, this issue).
There is evidence of a range of conditions that are experienced by both men and women in which women are affected by the condition (or its treatment) differently from men. A recent article on this subject has noted:
It has, however, been recognised since the 1990s that marked differences exist in patterns of health and in conditions that affect both men and women: some conditions are more prevalent or more serious in one sex than in the other, have different risk factors for men and women or require different interventions. These differences may stem from specific biological characteristics of women SuSan DoDDS 67 and men (reproductive, genetic, hormonal, and metabolic features; sex), or from differences in socially constructed variations in the daily lives of women and men (gender), which interact in complex ways. (Moerman et al. 2007, 107) Moerman et al. make a distinction between sex (as biological characteristics) and gender (socially constructed practices shaping the daily lives of men and women). Although this distinction has come under scrutiny among feminists (see Butler 1993) on the grounds that both concepts are social constructs, and the features characteristic of them are understood and mediated through social processes (e.g., the study of physiology, medical research), there are good reasons for distinguishing those features that are more readily identifiable in the narrow medical "laboratory" context (e.g., hormone activity, metabolism) from those that are more obviously socially mediated (e.g., occupation, social relations, socialization). Research that attends to both sides of this distinction is important if we are to develop appropriate responses to both the significance of differences that are readily measurable in the research lab using models of normal male and female biochemistry and to those, such as occupational practices, that are only recognizable if one attends to the lived experience of men and women as socially embedded persons.
Among the conditions listed by the Australian Bureau of Statistics as the leading causes of death (cancers, ischaemic heart disease, stroke, diabetes [ABS 2004]) , it is known that there are sex or gender differences in clinical manifestations, risk factors, and responses to treatment between men and women in heart disease and diabetes, as well as in responses to pain (Pinn 2003b ). Men and women experience HIV infection and progress to AIDS in different ways, with different mortality rates. Women and men experience the most prevalent form of mental illness, depression, in different ways with different responses to therapies. Women have different rates of incidence and experience different effects from musculoskeletal disease, where they are affected differentially by osteoarthritis, osteoporosis, and sports injuries (Pinn 2003b) . The differential responses to musculoskeletal disease readily demonstrates the significance of both biological differences and differential social roles for the health of men and women. The differences experienced can be due to biological differences in musculoskeletal structure (bone density, effects of menopause) and in part, also can be due to gender differences, for example, to participation in contact sport, occupational risks, or to the combined effects of differences in sex and gender.
It is important to avoid the assumption that gender differences should be attended to only where women and men experience a condition at similar rates. There are some conditions that are experienced only rarely by women, but the likelihood of the condition being life threatening is much higher. In these cases in particular, the exclusion of women from research (e.g., on the grounds that it would be too difficult to recruit a statistically significant sample) could mean that women who suffer the condition have no access to well-informed treatment or information about their condition. One such condition is abdominal aortic aneurysm (AAA). The prevalence of AAA is six times lower in women compared with men (Scott, Bridgewater, and Aston 2002) , but the risk of mortality from AAA is higher for women than men (Norman et al. 1998 ). The reasons for this are not clear but may involve some sex-based differences, as well as gender-based differences in the treatment of women with cardiovascular disease. Research on AAA based on a male-only sample will fail to address the significant risk of death from this condition for women. Similarly, screening programs that ignore the risk of AAA for women could increase women's risk of death.
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The current research ethics guidelines in Australia, National Statement on Ethical Conduct in Human Research (NHMRC, ARC, and AVCC, 2007) do not explicitly require researchers or human research ethics committees (HRECs) to attend to gender in the design and review of research; further, both the National Statement and the regulatory guidelines for approvals of therapeutic goods in Australia (Therapeutic Goods Administration 2006) directly comment on gender only in relation to potential pregnancy. These limitations are ethically significant because they may contribute to poor health outcomes for women due to limited research on how conditions or treatments affect women or due to inappropriate treatment of the conditions that women suffer.
NHMRC, ARC, and AVCC National Statement on Ethical Conduct in Human Research (2007)
The Australian guidelines governing all research involving humans provide ethical guidance to both researchers and HRECs charged with the review of health and medical research (among others) through the National Statement on Ethical Conduct in Research (NHMRC, ARC, and AVCC 2007) . Although the revisions made in the latest version of the National Statement extended the scope of the guidelines to "address many issues not discussed in the previous version" (3), the matter of the ethical significance of gender-appropriate research is not directly addressed within the guidelines. There is minimal attention to the need for research to be designed to attend appropriately to gender differences, nor is there any specific requirement to justify exclusion of research populations. Nonetheless, the guidelines do allow researchers and HREC mem-bers to consider the appropriateness of research design within the provisions regarding the merit and integrity of research and recruitment of research participants. However, the bulk of responsibility for assessing whether the research is designed so as to ensure that generalizations made about the nature of a condition or the efficacy of a treatment are applicable to all those who may be affected (both men and women), largely relies on peer review that occurs outside of the HREC review process. In effect, the current research ethics guidelines are gender blind in a manner that may negatively affect women's health.
In the sections addressing research merit and integrity the National Statement acknowledges the ethical significance of research design (emphasis added): The text in italics indicates areas that could provide a ground for researchers or HRECs to attend to the gender impact of research, given that the capacity for research to "contribute to knowledge and understanding, to improved social welfare and individual wellbeing" will depend on whether the research is designed to provide findings that are appropriately applicable to all those who may be affected by the condition or treatment being studied. However, nothing in the wording requires researchers to attend to the potential that sex or gender may be a significant variable that requires attention in the design of the research. Further, this section of the National Statement explicitly limits the capacity of HRECs to consider whether sex or gender matters are appropriately addressed in research that has been subject to peer review: Thus, it is left up to peer review and research funding bodies to assess the appropriateness or otherwise of sex-based exclusions and inclusions in the design of research and not deemed to be an ethically salient aspect of research merit. A second avenue for researchers and HREC members to assess the significance of gender-exclusion and inclusion arises in the sections of the National Statement concerning justice and recruitment of participants. Again, researchers and HREC members may be aware of the significance of sex and gender for the generalizability of results and for the value of results from research in improving the health of both men and women through treatments and interventions appropriate to the gender of patients. However, there is nothing in this section to draw either researchers' or HREC members' attention to the significance of sex or gendered inclusion and exclusion for study design and justification.
In chapter 3.3 of the National Statement, which specifically deals with clinical research, there are, again, guidelines relating to research design and recruitment that could be read as requiring attention to the sex and gender appropriateness of research that is intended to apply to both men and women: 3.3.3 Researchers should show that:
(a) the research is directed to answering a specific question or questions; (b) there is a scientifically valid hypothesis being tested that offers a realistic possibility that the interventions being studied will be at least as beneficial overall as standard treatment, taking into account effectiveness, burdens, costs and risks; A strong reading of §3.3.3 (c) would push researchers and HREC members to address the issues raised previously about the appropriateness of the study design to provide sex or gender specific findings applicable to both men and women, but it is likely to do so only if the researchers or HREC members are alive to the significance of sex and gender to medical research design and findings. Nothing within the National Statement requires attention to sex or gender except where a participant might be, or become, pregnant.
The specific participation of women in research arises in the National Statement solely in relation to protection of fetuses in Chapter 4.1, "Women who are pregnant and the human fetus." These sections risk the kind of biological reductionism discussed at the start of this paper and emphasize the potential effects of research on the developing fetus, with secondary consideration given to the welfare of the pregnant woman (for whom experimental treatment may be the only available treatment for her condition). Given that pregnant women who are not participants in research may receive treatments that never have been tested on women during pregnancy, it seems peculiar that the emphasis In summary, although the National Statement does not prevent researchers, HREC members, or peer reviewers from raising sex or gender issues concerning the appropriateness of research design and recruitment processes, it does not specifically require that such matters be considered explicitly (as the U.S. NIH policy does). It is appropriate to consider whether the regulations of the Therapeutic Goods Administration ensures that sex/gender considerations are attended to in the drug approval process.
The Australian Clinical Trials Handbook (TGA 2006) and the TGA Note for Guidance on Good Clinical Practice (GCP) (TGA 2000) provide advice to researchers on the appropriate design of clinical trials for the purpose of establishing the merit and safety of a drug or device that may be approved for use in Australia. In the Handbook, there is no specific requirement for a justification to be provided for the design of a study in relation to sex/gender issues. However, in the GCP, researchers are required to provide all known effects of and data from studies of the drug on humans, including any information on population subgroups (including gender groupings):
Effects in Humans
Introduction:
A thorough discussion of the known effects of the investigational product(s) in humans should be provided, including information on pharmacokinetics, metabolism, pharmacodynamics, dose response, safety, efficacy, and other pharmacological activities. Where possible, a summary of each completed clinical trial should be provided. Information should also be provided regarding results of any use of the investigational product(s) other than from in clinical trials, such as from experience during marketing. Pharmacokinetics (including metabolism, as appropriate, and ab-• sorption, plasma protein binding, distribution, and elimination).
Bioavailability of the investigational product (absolute, where pos-• sible, and/or relative) using a reference dosage form.
Population subgroups (e.g., gender, age, and impaired organ • function) .
Interactions (e.g., product-product interactions and effects of • food).
Other pharmacokinetic data (e.g., results of population studies These requirements ensure that if there are known sex-based or gendered effects of an unapproved drug or other product, then those data will be included in the Investigator's brochure that will be used by HRECs and/or the TGA in reviewing the clinical trial. However, there is no requirement for the researcher to ensure that their clinical trial addresses whether there may be relevant sex/gender issues associated with the condition, its treatment, or the drug under investigation.
Given the lack of explicit direction to attend to sex and gender issues in medical research given to researchers, research ethics review committees (RERCs), and drug regulators, there is no guarantee that Australian medical researchers will design their research so as to ensure that findings from the research are applicable to all those who may be clinically affected by the findings. With the rise of evidence-based medicine (EBM) as a basis for clinical decision making over the past decade, together with the moves made in the United States to require explicit justification of study design in light of pertinent sex and gender considerations, it is surprising that relatively little attention has been given to this omission in the 74 International Journal of feMiniST aPProaCheS To Bioethics 1:2 Australian discourse surrounding research ethics and research design. The identification of only reproduction and risks to fetal development as the specific areas meriting sex-differentiated attention in medical research and drug approval processes reduces women to their reproductive capacities in a manner that limits their autonomous possibilities and risks poor health outcomes due to limited knowledge and inappropriate treatments. Failure to attend to the significance of the array of social relations and practices that shape gender in the design of medical research places too much emphasis on biochemistry, and too little on factors (e.g., differences in daily activities, modes of occupational exposure, social supports) that may influence the course of a condition and effectiveness of treatment. In each of these cases, we have reason to believe that failure to attend appropriately to sex and gender in health research can have deleterious effects on health outcomes.
Conclusions
What is the potential significance of these policy gaps and what are the avenues for redress? I have argued that a narrow focus on women's health as reproductive health involves a biological reductionism that allows wider health concerns to be omitted from women's health policy strategies and goals. These wider concerns may be sex-specific (but not related to reproduction) or may be gendered (and hence associated with wider social relations). In either case, they may significantly affect how governments respond to women's health needs and may limit their capacity to recognize significant health issues. Second, I have argued that where legal interventions asymmetrically target women's choices and actions in reproduction (e.g., access to medical abortion, decisions regarding donation of ova or embryos, or access to ART) and not men's, they contribute to a reductionism of women to reproductive capacity. Further, given the legal restrictions that have been developed, the message appears to be that women's choices regarding childbearing and raising children require legal oversight and control; that women who pursue alternatives to the norm of heterosexual childbearer and maternal child caregiver threaten the civil order. These legal asymmetries differentially affect women's autonomy and well-being in the pursuit of health, well-being, and parenting.
In the case of policy surrounding research ethics and approval of drugs, the absence of any explicit policy requirements for attention to sex and gender in the design of a medical research study means that there are likely to be substantial gaps in medical understanding about conditions and diseases that have been studied in a gender-blind fashion. Further, gender-blind study design means that many of those who are receiving tested treatments are doing so on the basis of data that assumes the generalizability of findings without that generalizability having been proven. As a result, people are receiving treatments where, in fact, the efficacy and safety of the treatment for those patients is not firmly established. Similarly, recommendations about "best practice" clinical management of women with conditions suffered by men and women may not be appropriate to those women. Further, gender-neutral assumptions about the impact of ill health or exposure to harmful substances may overlook the gendered significance of occupational practice, parenting responsibilities, and social relations on such exposure or health conditions. In a country with a robust public health system, these gaps may have a significant impact on the efficient use of medical resources and supports and may directly affect health outcomes.
In light of these considerations, I conclude with five recommendations. The first is addressed to Australian health ministers (Commonwealth and State): the time has come to revive the promise of the 1989 national women's health policy (Commonwealth Department of Community Services and Health 1989) with a new overarching women's health policy covering, but not reduced to women's sexual and reproductive health, as well as developing an effective approach to identifying and responding to the full array of health issues facing women in Australia. Such a policy would serve as a guide and check on state and local health service policy and practice and could be reviewed, nationally, to assess its effectiveness (in responding to women's health needs) and scope (in light of new research and health challenges). The design of such a policy should include not only population health experts, health economists, and clinicians, but also those whose work addresses the lived experience of women (counsellors, welfare advocates, unionists, community service providers, etc.), so as to ensure appropriate attention to the gendered experiences shaping women's health.
The second recommendation is addressed to law reform commissioners, citizens, and their parliamentary representatives. I recommend that we demand of law makers when developing laws that differentially affect women, their opportunities, and choices, that they justify any such differential laws, and in particular, that reproductive differences between men and women should only be accepted as justification for differential legal restrictions where those differences are directly salient to the matter under consideration. That is, we should demand of lawmakers that they demonstrate that there is something relevantly different about the situation at hand that merits the imposition of asymmetric law (merely pointing to a woman's uterus should not be deemed sufficient). Clearly, considerations of the welfare of children are important in discussions
